1 


0 * 


THE INCIDENCE AND ETIOLOGY 
OF r 'RONCHIOGENIC CARCINOMA 

. - A Review of Literature - 


compiled by 

A. J. Barnard, Jr., Ph. D. 

/. }.£. fA'cha-i jZ.f ?. 

associatesof 

W. F. GREENV/ALD 
350 Fifth Avenue 
New York 1, N. Y 0 





Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 









































Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOO0- 


17716 






































November 26 , 1953 



; :ty 


f PWl K. Hahn, President of the American Tobacco Company, took issue today 

T tw what be celled "loose talk" on the subject of Booking in relation to lung cancer. 




■■-f: 


Stetlng that the public Should be reassured on the subject of smoking and health. He 


^-^ointed out that no one has yet proved that lung cancer in any human being is directly 

traceeble to tobacco or its products In any form. 

Ur. Hahn's statement, the first of its kind by any American cigarette manu> 

ess made in enamor to inquiries as to ehat the company is doing to meet the 
>■ r ‘ ■ ■ r 
"^.ipperent ooncern of cookers about the effect of cigarette smoking on health, _ 

| Ur, Hahn's statement ess a* follows i 

"Believing as we do that cigarette smoking is not injurious to health, I feel 

$bst a statement of reassurance to the public should be cade. 

% rs "Ibat the public manta tdknow about is whether it ie true that smoking has 

te - ! |b#sa proved to contribute to the Incidence of lung cancer. The fact, of course, is that 

has not been proved. 

"With all respect to the sincerity of those who have been working in the field 

\ 

lung cancer research, there has been much loose talk on the subject, as reported in 
• j •• p r eaa daring recent months. Tobacoo is enjoyed by so many millions of people that 
Is only natural that this kind of comment should create public controversy and there- 
i^re result in considerable publicity. 

"The public is entitled to know the facts* They can be stated briefly, un- 

jstakeehly and conildesUyt 

\ 

1. Undoubtedly, long cancer ie now more cocanon than it was one or two decades 
ago. Also undoubtedly, cigarette smoking has increased, as have other habits 
and conditions of modem life. That does not prove that cigarette smoking 
produces or contributes to lung cancer. 

2. 3ith all the research being conducted in this field, no one has yet proved 
that lung cancer in any human being has been directly traceable to tobacco 
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or its products in any form. 

3* Authorities themselves differ widely. For every expert who blames tobacco 
for the Increase in respiratory disease, there are others who speak with at 
least equal authority who say that there is no evidence to show that tobacco 
is the cause. 

(a) There are scientists who are convinced that the growth of cigarette 
making and the increase of lung cancer are grounds for suspecting a 
link. On the other hand, there are many scientists who report that 
the statistics which are supposed to show a link between the rise In 
lung cancer and the Increased use of cigarettes are faulty, unreUttble 
and oftentimes meaningless. 

(b) there are a few scientists who report that by using a high concentration 
of cigarette smoke — entirely different from smoke which a person 


M 


r~vj: draws from a cigarette —- and painting it on the skins of mice, they 

* !1 hafts produced skin cancer on the nice. On the other hand, there are 

li 

ii 

\ many more scientists of high repute who have made similar experiments 

and have reported no skin cancer was produced. Moreover, all ecien- 

\ 

\ If tists agree that there is no known relation between skin cancer on 

Vj 

11 mice and lung cancer in humans. 

(c) There are scientists who point to the possibility that numerous other 
causes may be responsible for the Increase in lung cancer. For example, 
only a few weeks ago it was authoritatively reported by a group of 
scientists meeting in New York that polluted air over large cities may 
be the major cause of the increase in this disease. 

"Sow I realise that anyone in the tobacco business making these remarks runs the 

ride of being accused of being commercially minded* On this score, let me make two other 


observations 


2025017718 

1. At one time or another within the past 350 years, practic ally every known 
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diseasB of the human body hae been ascribed to the use of tobacco. One by 
one these charges have been abandoned for lack of evidence. 

2. The American Tobacco Company is working at and supporting scientific re¬ 
search of a fundamental nature in this field within its om laboratories 
and in Independent institutions* It is our policy, within the limit of 
avoiding duplication of research, to extend our cooperation to projects where i 
we believe the researchers are approaching the subject without prejudice and 
preconceived opinions on the problem to be investigated. All this repre¬ 
sents an intelligent, objective approach to a subject which is susceptible 
Othem*. to »» or IMS solution, a, .r. confident,,, 

that long-range, impartial investigation and other objective -research will 
confirm the view that neither tobacco nor its products contribute to the 
incidence of lung cancer. We wish the public to know idodc these facts go 
that they themselves may be informed and will be in a position to deal with 
the subject when misinformation comes to their attention." 


O 
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Time *6 readers and millions of tobacco aaokera deserve better of you 
than,your dangerously superficial discussion of the relationship of tobacco 
smoking to cancer (Tims, Bov. 30). 

In Its release of Boveaber 27 the Damon Runyon Fund, now spending 
;i $l,t00,000 annua ll y to discover the truth about cancer, does a better Job: 

"It is recognised that lung cancer Is now more common than It was one or two 
decades ago. Many suggestions as to the cause of this Increase have been 
made; the possible relationship of air pollution, vehicle exhaust fumes, 
smoking and other factors have been widely mentioned. Sense of these surmises 
are purely speculative, soma are drawn from statistics, others derive from 
the experimental induction of cancer In animals of these materials. However, *’ 
none of these factors has as yet Induced in experimental animals lung cancer 
of the kind seen in man. Bone of this evidence is conclusive but does urge 
the need for carefully controlled research to secure the answer. Three 


questions arise which require solution: first, is there a causal relationship; 
second, lf i 'eoi l what factors are responsible; third, how canthey be eliminated?" 

That none of these questions has as yet been satisfactorily answered so 
far as tobacco is concerned la attested by the recent statement of Dr. V. C. 
Hueper of the Rational Cancer Institute: that "It may be concluded that the 
existing evidence neither proves nor strongly Indicates that tobacco smoking 
and especially cigarette smoking, represent a major or even predominating 
causal factor In the production of cancers of the respiratory tract and are 
the main reason for the phenomenal Increase of pulmonary tumors during recent 
decades. If excessive smoking actually plays a role in the production of lun 
cancer ; it seems to be a minor one if Judged from the evidence on band." 

There Is no present Justification for the public alarm which you obvious 
seek to engender. Until the facts are fully known, you would do well to 


. * 

observe your own "moral obligation" to report objectively the whole truth. 
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FROM: DAMON RUNYON FUND 
HOTEL ASTOR 

BROADWAY & 44th STREET 
New York 36 , N.Y. 


FOR IMMEDIATE RELEASE: November 27, 1953 




RUNYON FUND STUDIES AIR POLLUTION 


Smog Highlights Lung Cancer Problem 

: , ... 


The Damon Runyon Fund since its inception has been devoted 
entirely to cancer research. Through qualified research centers 
It makes available $1,250,000 a year which goes to the support of 
research into the cause and control of cancer. It should be noted 
that the Damon Runyon Fund has no overhead expenses and that all 
the money it receives goes out for the purpose for which it was 
intended. The Runyon Fund funds are allocated upon due scrutiny 
and review of the projects which are submitted to them by a Scientific 
Advisory Committee consisting of nine persons of national reputation 
in the cancer field. 


(more) 
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It Is recognized that lung cancer Is now more common than 
It was one or two decades ago. Many suggestions as to the cause 
* of this increase have been made; the possible relationship of air 
pollution, vehielb exhaust fumes, smoking and other factors have 
been widely mentioned. Some of these surmises are purely specula¬ 
tive, some are drawn from statistics, others derive from the 
experimental induction of cancer in animals of these materials. 
However, none of these factors has as yet induced in experimental 
animals lung cancer of the kind seen in man. None of this evidence 
is conclusive but does urge the need for carefully controlled research 
to secure the answer. Three questions arise which require solution: 
first, is there a causal relationship: second. If so, what factors 
are responsible; third, how can they be eliminated? 

- The liamon Runyon Fund, realizing the importance of these 
questions and the necessity for securing both unbiased study and the 
efficient utilization of the scientific resources of the country, 
has established a plan to meet these ends. This plan provides for 
the Fund to serve as a clearing house for research on the problem, 
receiving the financial support of the industries concerned and 
through its Scientific Advisory Committee allocating funds into useful 
lines of study in qualified research centers. The tobacco industry, 
recognizing the fundamentally sound approach taken by the Damon 
Bunyon Fund, has made generous financial contributions to the Fund 
for the support of cancer research. 

In sponsoring this type of research the Damon Runyon Fund 
is rendering an important public service consistent with the highest 
standards of scientific integrity and can give assurance that every 
effort is being made to further our understanding of the various 
| causes and control of cancer. 
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PREFACE 


Thfi^followlng review has been compiled after^extended 
search of^iterature^^»***B5SBi«&**As#y i 'WJiipi ufwnaiVB Tlf” 

Most of the papers cited have been consulted in the original, 
and in those cases where only abstracts or citations by other 
workers have been inspected, this fact has been recorded in 
the appended Bibliography* 

It will be noted that contrary to the practice fallowed 
in most surveys of literature intended for general publication, 
in. the. present review no .attempt has been, made to compress as . 
much detail into each sentence' and' paragraph' as possible *• • Pub-- . ‘* 
lications alleging a carcinogenic action for tobacco or its com¬ 
bustion products in the animal or irfjftuman W e achi o geal e carcin o ma 
have usually been treated at sufficient length^Jthat salient experi¬ 
mental, statistical, o* clinical details are retained* 

References to the literature are cited in the text by 
authors and year of publication, and in the Bibliography are ar¬ 
ranged alphabetically by author. Many of the more important 
articles and works cited in this review are available in photo¬ 
static fonn in the Technical Information Files, Research Depart¬ 
ment, Philip Morris and Co., Ltd., Inc., and where this is j 

case the respective file numbers are given in the citation in 14 
the Bibliography, A 


As the interpretations of the findings of other authors 
and the conclusions arrived at in the present review are those 
of the compiler, and as the review and Bibliography are novel and 


original, the use of t| 
articles intended for 
the express permission! 


pis work in the preparation of reviews or 
general publication is forbidden without 
off Philip Morris and Co., Ltd., Inc* 


The compiler wi 


shes to acknowledge the help rendered by 


Miss Maria E. Michel and by Mr, Theodore Dunne in checking refer¬ 


ences, in aiding in thp 
proofreading the man 
Panzarella, Ph 

/'its.( fill '/'A ! 


ion of relev 
The author 
n 


ir C t < f ^ 
< 





it articles, and in 
Js grateful to Frank 
IforThellfulIdiscussions* 

/ iv 



mh 


r 
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INTRODUCTION 


• -> Primary carcinoma of the lung - a clinical and pathologic rarity 
at the turn of the century - is now the reported cause of death 
in about 15,COO persons yearly in the United States. 

^ To examine the literature bearing on the nature and magnitude of 
this increased death rate due to lung cancer is one objective of 
this review. To survey the literature bearing on the existence 
.’ •. -.of special pccUpational, -environmental! or behavioral', factors in 

the genesis of lung cancer, is a further objective. 

The reader is forewarned that many aspects of our present knowledge 
of the etiology of lung cancer are not only clouded with controversy 
an d with the need for more adequate and better controlled studies, 
but also with the unsolved mysteries of the nature of the general 
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INCIDENCE OF.LUNG CANCER 
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LUNG CANCER IN THE NINETEENTH CENTUPT : 

Almost to the end of the nineteenth century the histogenesis and 
mode of spreading of tumors were only understood vaguely* Pathologists were 
influenced by Virchow’s view that organs which are frequently the seat of 
metastatic involvement by malignant tumors are rarely the seat of primary 
growth* Maty pathologists maintained that in the presence of a tumor anywhere 
in the body, whenever neoplastic growth was also found in the lungs, the 
latter growth was secondary (see Fried, 19&8). It should be noted that the 


major advances on which histological study and differential diagnosis of 
. bronclv’.qgenic .carcinoma depend did. not occur until the 1880's or later* 
The advances according to F^fied (19b8) include: 

lo Lister's antiseptic technique revolutionizing surgery and 
advancing the study of visceral malignant disease 

2* tem on c Koch's discovery of the tubercule bacillus revealing 
that all couph, hemoptysis and wasting are not die to 
tuberculosis 


3* Metcpnikoff's statements (1881*) on mesenchymal reactions leading 
to a discrimination between inflammatory and neoplastic 

introduction 

U. Roentgen's discovery of X-rays (1896) leading to th*ir/n* as 
a diagnostic aid at the turn of the century^ 

5 *Brochoscopy and the use of iodized oil aa»(of recent origiij^ 

6 * Surgical exploration of obscure intrathoracic conditions till 
infrequent as contrasted with its use in other visceral condition^ 



Discussion* of the pathology and histology of lung cancer appeared in the 

(.ui 

literature soon after the discoveries of Koch and Metchnikoff, and- extensive 

clinical reports only appeared following the introdiction of X-rays. Plssler 

primary 

ahly 96 cases of/pulmonary cancers in the literature* Adler i: 


in 1896 locate 
1912 found 37 






f/pulinonary 
, "Thg fidli 


ecoOTition of cancer of the 


•RT^iiT 7 
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It is clear that the Incidence vith which priaary 
bronchiogenic carcinona is observed clinically or at autopsy has 


•. The points at issue are what significance 


increased 


can be assigned when the reported Incidence is extrapolated to the 

Increase In of 

general population, and whether this ixafagaBOtcIncidence in lung 
cancer is real and absolute or only relative and apparent. Before 
attempting discussion of these issues, attention must be directed 
to this limitations of the Very Methods by which "Increase" in a 
disease is manured, and also $o tha the details of soae of the 


i‘ht,jnCicU~&-' <d. 
58 of-lung cancer 


Many statistical stnUes or^lung 
appeared In the literature. 


that have 


THE HBUABILTIT QP CABCER STATISTICS: 


The data reported by 


early workers oust be regarded 


as trr being of United value because of the large errors Inherent 

. , Fa r r Jt - ' 

In the clinical diagnosis of lung cancer» Iuharsch In 1924 (according 

to Fried, 1948) after analysing cancer statistics of Germany for 
the-period 1920-1921 concliTded that the errors In diagnosis In the 
c lin i cal Material mm so great ( 32.4 percent) thatf cancer statistics \ 

pertaining to the incidence and localization of tuaors can have little 
value. In the fo 




table the percentage of lung cancers 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 


2025017730 









Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 



Wells (1923, 1927) reported that in a total of 078 cases of 
cancer at the Cook^County Hospital in Chicago, there were 211 
incorrect diagnoses (32.5 percent)* Wells stated, "Such a high 


ratio of incorrect diagnoses in a great hospital might seem to 


be evidence of something wrong with the hospital, but we find 


that other institutions dealing with a similar class of cases, 

of 

with in which most of the cancer coming to necropsy are/internal 


organs exhibit not dissimilar figures"* 


^ 0 

Peters (1932) re port ed that at the Moabit Hospital of Berlin 


- during the-period 1900-1909, only 3*0-percent of lung tumors were .. 


correctly diagnosed clinically, while in the period 1927-1931 this 


figure rose to Ult*2 percent* Peters (1932) in a series att the 


Pathological Institute of the Berlin City Hospital reported that 


in lung cancers autopsied before 1913, UO-Wj percent were diagnosed 
correctly on clinical examination, svc &this percentage fell to 20 


percent during the period 1917-1921* Peters pointed out that when 


a lung neoplasm Is small, it may be overlooked and only certain 
symptoms and complications may be recognized, and the case, there¬ 
fore, misdiagnosed* Peters reported that at the Moabit^ Hospital 
in the period 1909-1912, 1U*3 percent of the cases identified at 


autopsy as lung cancer had been clinically diagnosed as .tuberculosis; 

la am contrast this figure had fallen to 5.2 percent £x 1927-1931. 


* Willis (19U.) found the diagnosis to have been] 


"erroneous or indefinite" in 10 out of 27 cases of cancer of the 


lung coming to autopsy at the Alfred Hospital, Melbourne* In a 


larger series of 8U autopsies performed by Willis (unpublished 

c,-M. 

observations studied by Kermawcy and Kezmaway, 19U7) on cases 


of pulmonary carcinoma dying in a large teaching hospital, where 


there was a special clinic dealing with lung surgery cases, and 




where full X-ray and bronchoscopic investigation was prac tised - 


»r. * n |T ,m3* 1 






)0 




Becker ( 1950) studied the records of the Surgical 
Clinic of the University of Giessen, Germany for the period 
I 928 - 19 I 48 . £k The clinical diagnosis did not correspond to 
the «i g— autopsy findings in 71 of lW cases of bronchial 

carcinoses (49.2 percent). 2 h 17 further cases (11.3 percent) only 

* rvcd 

suspicion of Itmg :: tuner had been recorded without clinical 

A 

canfirsa^iom. m 51 percent of the 71 Misdiagnosed cases a netastatlc 
growth had been nlstaken for the prlasry growth. 

Other studies bearing on the degree of reliability of 


statistics on the c linical incidence of lung cancer are discussed 
in a inter section of the chapter entitled "The Effects of 
Improved Diagnosis on Lung Cancer Incidence”. 

It Must be admitted that the diagnosis of primary 
brenchiogenic carclnoaa still appears to be difficult to 
establish, even under the nost favorable clinical conditions. 


METHODS OF MEASURING "INCREASE "IN IHE BTC H EN C E CF A DISEASE: 


Generally speaking, there are two yardsticks by 

which "increase" in the incidence of a disease nay be measured. Macklin 

(1942) has called one the Incidence yardstick by which is determined 

either the morbidity rate or the mortality rate of a disease. In the case 
these 

of measles, tin two rates would differ markedly, but in the case of lung 
cancer the two would correspond clively ( that is, few cases of measles 
die of that disease, while most lung cancer cases do die of cancer). The 
second has been called the rati o yardstick by which is measured the ratio 
between death due to the disease in question and the total number of 
deaths. A disease may be increasing according to both yardsticks; it may 
he decreasing by both; it may be increasing by one and decreasing by the 
other? or it may be remaining stationary by one or both of the measures. 

The "inci denc e yardstick" may be measured by the number of deaths from 
the disease per unit population (deaths per 100,000 population is a common 
example) a nd unless a small specified age and sex group is being considered, 
the death rate ( or the morbidity rate) may be as much influenced by 
birth rate as by the nuniber of those dying from the disease. Hie"ratio 
yardstick" is as much influenced by the behablor of other diseases as by 
the behavior of the disease being studied (Macklin, 1942). 

Macklin (1942, 1948) discussed the pitfalls existing in 
the interpretation of statistical data on lung cancer. He enqphasized the 
Importance of the unrecognized case. There remains in every disease and 
particularly in diseases lung cancer in which the identification. 
tag is not displayed externally (as in scarlet fever, lip cancer, etc.) 


an ■ ■«*—*«* unidentified residue which cay be numerically large. With 
lung canoer, incidence andlratlo studies based on autospy findings are 


open to 
auto^rv. 
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•* Macklin (19^2) considered critically the application of the yard¬ 
sticks discussed above in determining "increase" in the Incidence 
of lung cancer, and the discussion of that worker is considered in 
the following paragraphs. 

The methods that have been most commonly employed in studies of 
lung cancer incidence^ include: 

1. The ratio of lung cancer autopsies to total autopsies. 

2. The ratio of lung cancer autopsies to all cancer autopsies. 

.. 3*- ■ Comparison of. hospital'admission rates-based, on .clinical ■ 

diagnos/s. 

^Method (1) is considered to be inadequate by Macklin (19^2} on 
several grounds. First, dissimilarity of age in the two autopsy 
groups may exist. Further, only a small fraction of the total popu¬ 
lation in a community come to autopsy and the true picture of the 
population affected with lung cancer may not be shown by this method. 
A third fallacy is one which has to do with the physician* s desire 
to verify a diagnosis or to find a cause of death when clinical 
diagnosis has been impossible. In early years of this century lung 
cancer cases were sometimes misdiagnosed as tuberculosis and hence 
they were less likely to be subjected to autopsy. A further fallacy 


exists in the possibility, indeed probability, of changes 


autopsy population, that is, few infectious diseases |<j<jme to autopsy, 
for example. 

Method j|2), the r^^o of lung cancer auljo 

~ f/nrkl in ( 1 0L o ) f- 



o aljl|ancer autopsies , 


ipr# -I ore rn -i c: or* 
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against method (1) above. It is to be granted that the autopsy 
population is more apt to be uniform then vith method (lj, but still 
the proportion in vhich cancers come to autopsy may be far from re¬ 
presentative of the proportions in vhich -they occur in the general 
population. A related objection is that the type~of cancer coming to 
autopsy may have changed during the period. For example, today the 
physician may not be as eager to verify a diagnosis of breast cancer 
or lip cancer by autopsy, but may be more interested than formerly in 
clarifying the symptoms of lung cancer in obscure cases. Improved 
clinical diagnosis and therapy in other cancers ha? also affected the 
number of such cancers coming, to autopsy, and may therefore produce an 
apparent rise in lung cancer autopsies. Also paralleling the last 
objection, the effect of better diagnosis of lung cancer alone would 
have a great effect on lung cancer increase; especially since the ob¬ 
vious symptoms of lung cancer are few as compared to those of external 
cancers of the lip, breast, etc. or even of those of rectal or uterine 
cencer. Finally, alterations in the sex ratio in autopsy cases during 
.the. period jtatjsUgj jtofa 
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.-Aware of the need for suitable methods of demonstrating the 
evolutional tendency of lung cancer incidence, Fruhling and 
Horrenberger (1952) speculated as follows; The simplest 
method would be to use the data furnished by death certificates. 
However, too many diagnoses are either erroneous ineccurate or 
• absent' and even intentionally falsified, which, would, render, the . 
statistical data invalid. The use of clinical diagnostic data 
on lung cancer of a hospitalized group from a service that is 
specialized or not, introduces two more factors: One is due to 
variation in hospital groups from the medico-social point of 
view and the other is influenced by diagnostic progress. Similar¬ 
ly, deta collected from a center for histoligicel examination of 
biopsy samples are open to question because of the increased use 
of bronchoscopy. Finally, there is the possibility of using 
statistical deta taken from autopsies. There the cause of error 
would be negligible as long as they have bearing on a population of 
sufficient numerical importance, and would serve in the study of in 
cidence and variation in incidence of a given disease, in so far as 
it is a mortality cause. 

Reviewing the studies that have been made in various countries. 
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often contradictory toeir results are. This, however, does 

•'’ -y -> '/ 1 

not mean that the methods used are wrong "tut on one contrary 
they seem to lend authenticity to the differences, geographic 
and others, in uhe evolutional tendency of the incidence of lung 
cancer.” Most striking, for example, is the fact that pulmonary 
"cancer is still rare in' Iceland ■ (fungal 1950) while’ 'in .the con¬ 
tinental countries its incidence is 10 to 20 times greater within 
a corresponding period. Therefore,^the various data should be 
considered strictly valid for the particular region from whence 
they come, for the material studied, and for the period within 
which the autopsies were made. Generalization of results should 
not be attempted except with extreme caution. 


The studies considered in the following sections 


of this chapter on the incidence of lung cancer as determined from 


clinical and autoppy material^ should be approached with the realization 


that the methods employed 
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STUDIES OF DONG CANCER INCIDENCE flTTHTT fPWTIi WHl 

--/^— - - — -- 

In this the following sections of this chapter some 

of the more extensive statistical studies of the incidence of 

lung cancer are considered roughly in chronologically order 

according to the date of publication. 

As stated in an earlier section the diagnosis of primary 

carcinoma of the lung was made o ly rarely by the clinician and 

by the pathologist until after the turn of the Twentieth century. 

Pfissler (1896) located only 57 cases of primary pulmonary cancer 

.• . in.the. world, literature, and Adler (1912)- located- only 360 cases. 

The latter worker stated, "The failure of recognition of cancer 

of the lung has for a long time perpetuated the dogma of its 

wax rarity". 

Data taken from some of the early studies of the incidence 
of lung cancer based on autofpsy statistics and covering the 
period 15) to about 1930 are given in tabular form below. 


21 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 



Ytr44.TOSZOZ 





Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 


3H4T0S ZOZ 


The ranges of the percentages reported in 
the preceding table are reported in the following brief 
table, and do show the increase in lung cancer incidence 



recorded in autopsy series. 


Ranges if percentage 0 f Lung Cancer Incidence teported 
in Studies Based on Autopsy Bata Covering the period up 
to about 1930 ( based on preceding/table) 

Ttecade $age Lung /cage Lung Cancer 

Cancer of Ail Cancer 0 f AH Autopsies 

abb^eMroer _ 

_ Range _ Simple Ay, Range Simple Av. 

Q•. .-.0.06- • • 0*04 . 

0.22 - 0.44’ 0.33 
0.31 0.31 

0.42 - 0.46 0.44 

0.83 - 2.57 1.38 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 


• up- to 1890 

,0.92,,- 

0.9# 

1890-1900 

1«5- 4.1 ' 

' 2.8 

1900-1910 

1 - 4.2 

2.7 

1910-1920 

2.0-11.1 

6.5 

1920-1930 

5.6- 18.0 

10.1 
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Katz (1927) t in work cited by Matz (1938)# investigated all 

cases of primary lung cancer in the ahtopsy records of the Heidelberg 

Pathological Institute for a sixty-ydar period. He concluded £hat the 

incidence of pulmonary cancers and of all cancers for the years 1906 to 

1926 shoved a relative as veil as an absolute increase. 

r 

Brandt (1927) obse^red^the incidence of primary lun$ cancer 
shoved at first a gradual increase followed by a more rapid increase, the 
gradient of which became constantly steeper during the 1920’s. However, 
the time order of these developments were different in varaxaaa various 
localities, apparently reaching its peak in Eiga a* early as 1916, but 
continuing upwards in other localities. 

Simpson (1929) doubted that any improvement in clinical 

r 

diagnosis of lung cancer had #ccured, and reported that the greatest 
clinical error in diagnosis vas in the year 1924. After statistical 
study he concluded thaArthe Increased incidence of carcinoma is 
real and that it is not associated vith a comparable Increase of 


total carcinomas. Bonser (1929) reported an 


increase in the fre¬ 


quency vith vhich ttie clinical dlagnonig of primary carcinoma of the lung 


vas made from 0.127 to 0.253 percent oflail hospital admissions over a 


eriod o 


autopsy remained relatively 
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The incidence of primary lung cancer at Johns Eopkins 
Hospital for the period 1890-1930 has been reported by MacCallum 


(1930). His data are given in the following table: 


] 

| 1 

: ^ 

) 0 

INCIDENCE, 

JOHNS HOPKINS. 

HOSPITAL 

T—«--- 

‘ ' (MacCallum, 1930) ' ' 


Tears ' 

No', of 
Autopsies 

No. of Carcinomas ’ $ 'Lung Cancer of ' 

All Lung All Cancers 

1890-1895 

606 

72 

0 

0 

1895-1900 

856 

73 

1 

1.39 

1900-1905 

988 

8k 

0 

0 

19Q5-1910 

868 

82 

k 

5.00 

1910-1915 

9^3 

75 

2 

2.60 

1915-1920 

18 kQ 

95 

3 

3.15 

1920-1925 

2315 

113 

7 

5.20 

1925-1930 

2830 

186 

13 

7.00 


MacCallum commented: 


"If we Judge from hospital autopsy statistics, a slight 
but perceptible increase in the cancers of the lung has 
occurred. Such figures must, however, be received with 
great caution... Statistics must be examined very critically 
because so many factors may vitiate the conclusion, and in 
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Rosahn (1930) totaled the data of Berblinger ( 1925 ), Breckvoldt (192b), 


Fuchs ;( 1886 ), Eanf ( 1927 ), Holzer ( 1925 ), Katz ( 1927 ), Kikuth ( 1925 ), McCrae 
and co-vorkers ( 1927 ), Marchesani ( 1924 ), Materna ( 1924 ), Moise ( 1921 ), 

Passler (1896), Reinhard (1878), Sonnenfeld ( 192 o), Staehelin ( 1925 ), Wahl ( 1927 ), 
( 1895 ), and the data of the Boston City Hospital. Rosahn's summation is 
presented in percentage form in the following table. 


PERCENTAGE INCIDENCE OF PRIMARY LUNG CANCER 
(Summation of autopsy data of 18 authors) 


adapted from R.csahn, 193Q 


Year 

Total Cancers 
- All.Autopsies•• 

Lung Cancer 
• ‘ -All - Autopsies 

Lung Cancer 
* * •; All Cancers- 

to 1899 

8.ii<& 

0.1 A 

1.45$ 

1900-1904 

8.34 

0.21 

2.54 

1905-1909 

10.32 

0.35 

3.50 

1910-1914 

10.39 

0.44 

4.52 

1915-1919 

10.19 

0.43 

4.30 

1920-1924 

12.47 

0.81 

6.61 

1925-1928 

15.43 

1.36 

8.79 

1910-1919 

10.27 

0.44 

4.39 

1920-1928 

12.90 

0.89 

6.98 


Rosehn concluded that the above data shoved a steady rise in the rela¬ 
tion of the number of cases of primary lung cancer autopsied to the total 


number of cancer cases autopsied and also to all cases ai 
also noted that the data showed a steady rise in the rel^ 
of all cancer cases autopsied to all conditions autopsied 
of lung cancer cases on which the above table is based am 
Rosahn excluded from the table 1,010 lung cancer cases re 


topsied. Rosahn 
Lion of the number 
The total number 
ounteu to 972 cases, 
[ported during the 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 


2025017746 






•The autopsy material of the Moabit General Hospital (Berlin) was 
analyzed by Feilchenfeld (1901), Bejach (1917), Bedlich (1917), 

Wahl (1927), and Peters (1932). The percentage ratio of lung cancers 
autopsied to all cancers autopsied underwent the following changes 
with time: 4.3 percent during 1895-1900, 6.3 percent during 1900-1905, 
4.9 percent 1905-1908, 4.8 percent 1908-1913, 6.2 percent from 1913- 
1917, 6.06 percent from 1917-1922, 13-0 percent 1922-1927, 15.4 per- 
.cent 1927-1931’. .’The highest-percentage was reached.in 1^29'with 19.2. - 
percent with a smaller peak in 1924 of 16.5 percent. Peters (1932) 
treated additively the data of the Charite, Friedrichshain, Neukolln, 
and Moabit Hospitals in Berlin employing the data of Hanf (1927), 
Biberfeld (1926), Herz (1930), Kuhn (1930), Feilchenfeld (1901), 

Bejach (1917), Bedlich (1917), Wehl, (1927), and arrived at the follow¬ 
ing percentage ratios of lung cancer at autopsy to all cancer at au¬ 
topsy. in the Eerlin area: 4.4 percent for I895-I9OO, 4.7 percent for 
1900-1905, 3.5 percent for 1905-1908, 6.0 percent for 1908-1913, 

4.4 percent for 1913-1917, 5*3 percent for 1917-1922, and 9.3 percent 


from 1922-1927. Peters emphasized that the major increase in inci¬ 
dence of lung cancer at autopsy occurred cfter 1921, but had started 


relatively simultaneously in various countries and increased con¬ 
tinuously for over thirty years. Hueper (1^42) commented on Peters 


conclusion td the effedt that this. 
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'Lemon and co-workers ( 1932 ) reported that at the Mayo Clinic since 
1925 the number of primary bronchiogenic carcinomas seen had steadily 
increased. They reported that three times as many positive diagnoses 
were made in 1931 as in 1927 - The^ concluded that there has been an 
actual increase in this type of tumor. 

Hruby and Sweeny ( 1933 ) collected 185 ,^ 3 ^ autopsies performed from 
1897 to 1933 - There were 22,712 cancer, cases in this series,of which 
1,355 were lung cancers. Cancer in general had increased 65 percent 
during this period, while lung cancer had increased from 4.1 percent 
of all cancers in 1897 to 16 percent in 1928. At first the increase 
in lung cancer incidence paralleled the trend for cancer generally, 
but since 191 ^ it was higher. 
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STUDIES OF LUNG CANCER INCIDENCE PUBLISHED DURING 193 L-I 9 L 2 : 

Bonser (1929,1934) reported no change in the incidence of primery 
bronchiogenic carcinoma in relation to total autopsies, total cancers, 
or hospital admissions at the Leeds Infirmary. A slightly higher in¬ 
cidence vas observed during the five-year period ending in 1932, but 
this was only slightly in excess of the incidence for the five-year 
period from 1903 to 1912. In surveying the European literature, this 
worker reported.an increase in the incidence of primary lung cancer in 
32 autopsy series, only a slight increase in 5, and no increase in 8 
series. 

Data from some of the studies of the incidence of lung cancer based 
on autopsy statistics and published during the period 1934-1942 are 


given in tabular form below: 

SOME STUDIES OF LUNG CANCER INCIDENCE BASED ON AUTOPSY DATA AND PUBLISHED 

_ DURING THE PERIOD 1934-1942 _ 

Author Sc Publication Dste Period z&age Lung Cancer Other Data (no's of 

Covered of All of All cases refer to lung 




Cancer 

Autopsies cancers) 

Hill, 1934 

early 30 's 

>8 

ca.l 

( estimation) 

Olson, 1935 

1925-1929 

7.68 

0,11 

Boston City Hosp. 

. 11 * . ’ ‘ ' n , * * # • . 

' ' • 1930-193^' 

: 12.96 '• 

■ • ■ 1*44 * 


Jaffe, 1935 

early 30 's 

11.5 

- 

Ccok County Hosp., Chicago 

Arkin & Wagner, 1936 

early 30 's 

6.8 

- 

( estimation) 

Rosedale & McKay, 1936 

1927-1936 

7.5 

- 

Buffalo City Hosp. (35 cases) 

S imonB, 1937 

1899 

_ 

0 

(data of 11 N. Am. 

tt 11 

1930 

- 

1.55 

authors for 22,754 autopsies. 

11 M 

1910-1914 

5.88 

- 

137 cases) * 

11 Tl 

1925-1928 

8.28 

- 


Matz, 1938 

1927-1937 

13.7 

- 

U.S. Vet. Admin. (160 cases) 

Boyd, 1939 

1925-1936 

1.2 

- 

Univ. Toronto (53 cases) 

f ? it 

1927-1937 

2.6 

- 

Winnipeg (64 cases) 

Muller, 1940 

1931 

8.14 

0*67 

Cologne Path.Inst. 

It 11 

1937 

11.97 

I.03 
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Bosahn, 1940 

rr *t 


1917-1927 7.35 

1928-1937 11.04 


(7 cases Yale Med. School 
(33 cases) ” 


Ochsner & DeBakey, 1941 1931 

" " " 1938 


0.47 (3 cases) Charity Hosp. 

2.0 (17 cases) " 

N. Orleans 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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y Oleon (1935) extended the earlier data of Rosahn (193°) for Boston 

h 

City Hospital^ 1934 > and presented the folloving table: 

‘.. LUNG CANCER AT BOSTON CITY HOSPITAL 

(Rosahn, 1930; Olson, 1935) 


Years 

No. of 
Adult 
Autopsies 

Careinomas 

No. $ of 

Autopsies 

Primary Lung Cancer 

% of All. i of All 

No. Autopsies Carcinomas 

1900-1904 

931 

57 

6 .12- 

2 

0.21 

3.50 

1905-1909 

865 

52 

6.01 

4 

0.48 

7.69 

1910-1914 

438 

34 

7.76 

2 

0.4p 

5.88 

1915-1919 

526 

45 

8.55 

2 

O .38 

4.44 

1920-1924 

957 

99 

10.34 

7 

0.73 

7.07 

1925-1929 

1532 

182 

11.87 

14 

0.11 

7.68 

1930-1934 

2624 

293 

11.16 

38 

1.44 

12.96 

' 7B73 

7^2 

"937 . 

__JL 

m 

9.05 



f *./■ 


r 


\ % 


> Olson concluded, [/'There was an abrupt increase, probably due to tre¬ 
mendous expansion of the Boston City Hospital in recent years; in¬ 
creased interest in pulmonary surgery; many patients were allowed to 
remain in the hospital whereas formerly they were sent to institu¬ 
tions for incurables." 

' • The marked rise for the period 1930-1934 was considered by Olson to be 


a "selective phenomenon". It should be noted that considering the 

/,_ same data through 1928, Rosahn (1930) concluded: The increase in 
primary carcinoma of the lung is evidently much greater than the in- 
- cTease. in. all .cancers.- -The group is-of course too snail to indicate. • 
an absolute increase in lung carcinoma’,’but the,results are highly 
suggestive of a real rise in incidence." 

■ Jaffe (1935) reported that in a series of 6800 autopsies at the Cook 

County Hospital, Chicago, the incidence of primary carcinoma of the 

lung was 11.47 percent of 871 cases of carcinoma. In earlier work 

in Vienna, Jaffe had autopsied L 500 cases in the period 1915-1918 and 

reported the incidence of primary pulmonary carcinoma to be 10.73 per- 

. cent of all malignancies. He concluded from his work at Vienna and 

Chicago that he was "inclined to believe with pried and others that the 

* I 

increase in frequency of primary carcinoma of the lung is more apparent 
than real". 
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Passey and Holmes (1935) reported combined figures of 
seven major hospitals in Great Britain for the period 1894-1928, inclusive. 
Their data ar presented in the following table: 


INTRATHORACIC CANCER AT AOTO0PST AS £AGE OF ALL AUTOPSIES AND OF ALL 
ADMISSIONS AT CERTAIN BRITISH HOSPITAIS 
(Passey and Holme sip 1935) 


Tears 


I 899-1903 

1904-1908 

1909-1913 

1914-191B 

1919-1923 

1924-1928 


All 

Admissions 

315,059 

374,207 

420,595 

597,193 

625,833 

671,846 

786,912 


All 

Autopsies 

u&w- 

18,822 

21,821 

28,637 

24,098 

23,726 

26,110 


Lung Cancers 


Cancer Autopsied 
of All 


of All of All 

Admissions Autopsies 

0.055 1.05 

0.048 0.96 

0.055 ‘ 1.07 

0.055 1.06 

0.041 1.07 

0.057 1.63 

0.070 2.11 


'Yt 


Passey and Holmes arrived at the conclusion Jhat Saaodfla 
up to 1929 "....the evidence afforded does not support the widely held 
view that the incidence of intra-thoracic neoplasia is appreciably on 
the increase, especially if due allowance be made for the altered 
con ditions of tcday in comparison with fhose of the pre-war.."j (that is, 
before World War I). Passey and Holmes also analyzed available statistics 
for some of the teaching hospitals in Great Britain and concluded that 


. up to 1929 there was no-increase in the lwiiiiH incidence, of lung, carcinoma. . 
in eight hospitals an& only a variable increase in eight others. They suggested 
that the increase in these latter eight was due to special circumstances and did 
not represent a real increase. The data from several of these hospitals had 


earlier been studied in a somewhat different manner by 
concluded that the data suggested an actual increase. 




d. who had 


2025017752 


E.L. Kennaway (1950) and Heady and Kennaway (1949) observe 
d 

that some recent Workers hams cited the study of Passey and Holmes to support 

the view that we do not know whether any increase In the inci d en c e of lung cancer 

has occurred . Hcwdver, most of the increase In lung cancer observed by most 

workers has takvn place since 1928 , tht last year of the data of Passey and Balnea 

Between 1928 and 1948, the deaths attributed to lung cancer in England and Wales 

inenaed 10.4- times for men, and 5.6 times in women (8l4 to 85 OO cases, and 314 
to 1755 cases, resjglrely;. 
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FriBsel and Knox (1937) stateti that "...it would seem probable 
that...the increase in the incidence of bronchial carcinoma in the last 
two decades is apparent rather than real". 

Simons (1937) tabulated the datanpana^rta presented by eleven 
other North American workers and concluded that the incidence of primary 
lung cancer was increasing both relatively and absolutely. Simons argued 
that the view that the increase i6 only apparent can be refuted by the fact 
that the increase was gradual until the early 1900 's, thaty the gradient of 
the increase has become constantly steeper since then, and that in various 
localities the greatest incidence was reached in 1924, while in others it 
was still increasing in 1937 . 

Mattick and Burke (1937& reported that at the Institute for the 
Study of Malignant Diseases, of 30,000 patients admitted, showing 18,000 
malignant tumors, 73 (1 in every 250 malignancies) had bronohiogenic 
carcinoma. 

Stein and Joslin (1938) expressed the opinion that the increase 
in primary lun g cancer is due to greater diagnostic accuracy and 
observed that this increase was a steady one In contrast to that in the 
incidence . of carcinoma .of the larynx and the lip from 1931 to 

1936. 
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W«. } t • 4- 

ifm.tz ( 1938 ) am tho Incidence of primary bronchiogenic 0 } 

IjMaa seen by the "fj U. S. Veterans Administration from 1927 through mid-1937. 

Matz's study vas based on autopsies perforated in Bneha Veteran hospitals (such 

— l 

being performed in about 4l percent of all deaths). The percentage ratio of 

lung carcinoma to all autopsies varied from a low of 0.4 to a high of 5 . 3 , the 

highest percentage being found in the first half of 1937 * The percentage ratio 

of lung carcinoma to all carcinomas varied froh a low of 2.7 to a high of 23.4, and 

for the entire period about 13.7 percent of all carcinomas were of the bronchiogenic 

type. The total number of primary lung tumors vas 160, all carcinomas' found amounted 

to 1 , 167 , and t^e total number of autopsies performed vas 7 * 398 . Matz concluded 

that the ratio of primacy lung cancer to all autopsies increased 120.8 percent fror 

1932 to 1937. In the same period the ratio of lung cancer to all cancer increased 

69.6 percent. Matz felt that if the increased incidence of lung cancer were dependent on 

an^. due to an Increase of all carcinomas, the percentage ratio each year would be about the 

same and would be constant over a period ^ of years. On graphing, however, the trend 

re 

vas definitely upward. Matz, the form, concluded that the increase in the incidence 

N 

■ of bronchiogenic carci¬ 

noma vas absolute. To further su ppo rt this conclusion, Matz studied the incidence 
of cancer of the colon and prostrate from 1931 through mid- 1937 * and the ratio of these 
. cahcers'to all carcinomas.. .He: found little .annual variation in the incidence Of these . '. . 

in • . 

cancers and^their ratio to the total number of carcinomas. Matzg admitted that in 

.\ 

addition to an absolute increase^ bronchiogenic carcinoma^his data showed some relative 
increase as veil. This relative increase he held vas due to expansion of the faci¬ 
lities for the diagnosis and treatment of cancer and also to an incfease in the 
age of the hospital population (average age of veterans changed from 40 to 47 years). 

Further, this age group 40-47 years is the one in which the largest number of 
vas 

lung cancers raxx found. 
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In 1939 , the Metropolitan Life Insurance Company (Anonymous, 1939) 
reported that cancer of the lung and pleura took a toll of about 
5,000 lives a year in the United States. The^death rate i n from 

this disease was more than five times that registered twenty years 
previous. Among the industrial policy-holders of that company, the 
standardized death rate from lung cancer for the age group h5-7h 
rose from 2.6 per 100,000 in 1917-1918 to 15.0 per 100,000 in 1937- 
1938. The corresnonding increase in mortality for cancer of all 
sjtes during this same period was a n i y ££"percent. It was Observed 
that much of the increase in t >ht inpidftffnr - rf lung cancer^could be 
explained by the growing number of physicians that have become 

more alert to suspect this disease and have become better qualified 
to diagnose it, partially through the increasing use of new and 
improved diagnostic aids. 


Muller (193?) presented autopsy data £er the Cologne •> by 


Pathological Institute for the period 1930 trkpeugh- VftTp The in¬ 
cidence of lung cancer at autopsy increased from O.67 percent of 
all autopsies (7 cases out of 1,039 autopsies) in 1931 to I.03 
percent (17. cases in 1,650 autopsies), in. 1937 or. Billg percent and ' * 
11.97 percent of carcinomas autopsied in these respective years. 


Huismann (I9h3) analyzed Miller's data statistically and concluded 


c*. 


that the differences in the incidei# rates observed were not statis¬ 
tically significant because of the small number of lung cancer cases 
actually autopsied and the resulting huge standard errors associated 
with the 


CC, 

incider^f fipures. 


I 











34 


Eosahn (1940) reviewed the autopsies performed at Tale 
University School of Medicine from September 1917 through December 1937. 

A total of 435 carcinomas occurring in 425 persons were observed in 
4,114 autopsies. Bxxb During the period 1917-1927 there were 10 primary 
pulmonary tumors, or 7,35 percent of the 136 carcinomas seen^ew 11.04 

CavC 1 ion* as 

percent of the 299 cancers encountered. With the exception of prostatic 
carcinoma, carcinoma of the lung was the only neoplasm increasing appreci¬ 
ably during the latter decade. Eosahn analyzed the .various factors cited by 
earlier authors as evidence that cancer of the lung had shown only a relative 
increase in incidence,' He attempted tp meet partially.the factor of Improved. 


clinical and pathological methods of diagnosis by a re-examination of the 
pathological slides and xx restudy of the clinical findings**; in only two 
cases were the original findings altefed after such review and restudy. 

Eosahn also discussed the view advanced by some workers that the increase 
in lung cancer is due to increased attention to this malady. He concluded that 
if this is so the 9 "curve of attention to carcinoma of the lung would have to 
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or 


. ggrlfo^ a uPTO - of attentio n tu r arcliwm of*tjgri?tmg wftuld-. hav^» to- 

show a positive linear trend paralleling the increased incidence 

to 

of pulmonary tumors", and that "it would be necessary/assume also 
that in the years under discussion the attention to and interest 
in tumors of other organs were maintained at a constant level"* 
According to Rosahn neither of these hypotheses is susceptible of 
proof.- 


Rosahn (19^0) also reported that the 

1 *— 

tion of persons over twenty shifter 


1 autopsy popula- 


shifted to a higher age level 


during the period from 1928 to 1937 as compared with the previous 
decade. He concluded that this shift, however, did not account 
for the observed increase in the incidence of primary pulmonary 






tumors. 41 

Rosahn considered that in his autopsy series the increase in 
pulmonary cancer was real and absolute. He suggested that in¬ 
direct evidence would indicate that this conclusion was also ap¬ 
plicable to the general population. He granted, however, that 
carcinoma of the lung is the most frequently misdiagnosed malig¬ 


nant tumor. In criticism of Rosahn,findings, it may be noted 
that his autopsy material actually anly contained h3 cases of 


lung cagcer spread ove 


20| ygar3 and this indeed is 




I 


Um ib r JartPiTCIKTolcff I 
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Menne and Anderson (1941) studied the occurrence of bronchiogenic 
carcinoma in the Pacific Northwest by sending out a questionnaire to 
the members of the Pacific Northwest Society of Pathologists requesting 
autopsy data for the period 1920-1940. Their data are presented in 
the following table: 


INCIDENCE OF LUNG CANCER IN PACIFIC NORTHWEST 
Menne and Anderson, 1941 


Years 


1920-1925 

1926-1930 

1931-1935 

1936 - 19 LO 


Number of Cases 'at Autopsy 


Menne and Anderson also presented autopsy data from the University 
of Oregon Medical School and the Vancouver General Hospital that is given 
In tabular form below: 


INCIDENCE OF LUNG CANCER AT UNIVERSITY OF OREGON 
Menne and Anderson, 1941 


Years Cancer 

Autopsies 


1928-1933 3129 
193^-1937 2320 
1938-1940 - 2022 


Lung Cancer 
Autopsies 


23 

26 

34- 


t of All Cancers 


INCIDENCE OF LUNG CANCER AT VANCOUVER GENERAL HOSPITAL 
Menne and Anderson, 1941 



1923-1933 

1934-1937 


CBiDPi'Tl 





i 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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CwW 


Menne and Anderson were impressed by the "astonishing and sharp" 

A 

rise during the last two periods and 1936-19tiO) and con¬ 

fix i 

cluded that there was both a relative and absolute increase of bronchiogenic 

Q 

carcinoma, They believe that the higher percentages observed in the Vancouver 

h 

General Hospital series were probably due to less generalization in the per¬ 
formance of autopsies. In other words, a greater percentage of autopsiejS 
may have -beep px performed on all patients with bronchiogenic carcinoma. 


fcsfatHsu because of the wnamail character of their disease, than on 
patients with other conditions, whose death was not due to a malignant 
tumor. T l jN su. T pd fr jjodv: f gop 

static t lVa rtWt/ tjhca&Wn mid 'Hu u l 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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Husted and Biilmann ( 1936 ) at the Rigshospital in Copenhagen 
■ studied the Ul cases of lung cancer seen at autopsy from 1911 to 193^o 
\ From I 92 I 4 on, they claimed an absolute and a relative increase in the 
number of patients with primary lung cancer. From 1929 to 1933, pul¬ 
monary cancer was encountered in between one and two percent of all 


autopsies and in about 7.3 percent of all cancer cases. Eskelund 


• • '•. (iffli?) ' extended' the'.autopsy wfoori'c s of Husted-and'Biilmann'- -through-. 

19U at which time a of J2ung forgery was established at this 

hospital. The number‘of admissions in the period 1913 - 1930 in¬ 
clusive was about equal to those in the period 1931 ~ 19UJ inclusive* 
The total number of hospital deaths was somewhat smaller in the ear- 

I 

lier period, but the autopsy rate was relatively constant over the 
entire time. Of 70 lung cancer cases autopsied, B6 were seen after. J 

' 1930, and tSia^Moa&e-r concluded that this is a statistically sig- 

1 nificant increase. He pointed out that the only major change in 


^ the patient population 



ce in the last half of the latter 


unit. 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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S Jjffiga 01 T1IMG cts CER IMCIMICfc f llBT.IaHKl) U IKIH6 1945-1945 ! 


39 


£ 

Die table appearing in the next page summarize# 

the data presented in various studies 01 lung cancer incidence 

based on autopsy data and published during the period 1943-1945, 

For convenience in tabular presentation this table xi&a includes 
for 

studies fcmjKcthe period 1943-1950, and hence the data should 

be considered not only in association with the present section of this 
chapter* 

but with later sections as well, 

(“"typist the table on page 40 of this draft should occupy the next 
full pafee following the ab®ve paragraph. In other words keep typing 
text until.you-.fill.up the page on which the. above paragraph appears 
and then UBe the next page for the table, arid again contutftgg the 
text on the second page, 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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U.S, 

In 15h3, Dorn of the Ai nd-tod -S tate s Public Health Service, 
pe r ldr t^j-a- ; *B^tojr the ' n ' dence of 

cancer of the lung as determined from death certificates through- 
out the United States. According to an earlier study of Cover 
(1939) from the same Federal agency^betv.een 191U and' 1930 the 

death rate from cancer of the lungs and pleura increased 3.7 times 

jPfrcW 

compared with an increase .cf 2 C& for all forms of cance^caBteBMi^r. 
In the same period, the change among males exceeded that among 
females, the relative increases being U .5 and 2.6 times, respec¬ 
tively. According to Dorn, the death rate from cancer of the 
1 nng^ and pleura continued to increase from 1930 to 19li0. After 

eliminating the effects of changes in the age composition during 
latter 

the $xst decade, the death rate from cancer of the lungs and 
^ pleura increased 22 percent among white females i*» if t a d of t . )* 3 
78 percent among white males, or roughly about 2.5 and 8.5 per- 
cent per year, respectively* Between 19 lU and 1931 > the average 
annual increases were approximately 8 *£?and 1 C *9 per-cent, respec¬ 
tively for females and males, which indicated to Dorn that the 
rate of) increase in the death rate due to cancer of the limps arid 


leura 


is becoming smaller< 


of resp 
and pie 
respira 
the lat 


Do|rn further found that the mortality rate &£ other 
iratory cancer increased even more i« the rate for 


|ura* In the white male population, the rate for t| 

101 ^ 

[tory cancers doubled (an increase of per centl) durinb 


ter decade; in the white femal 


idt. 




ite femald population th< 

ifcp 


on the ratb incre 


forms 
lungs 
|c t al 


ased 
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2025017763 



the respiratory system is in striking contrast frsBxcanMrxBf 


tc the change in the death rate for all forms of cancer© During 
the decade 1930-19UC the death rate from all forms of cancer among 
white females actually decreased although the amount of the decrease 
was negligible (only per cent) • The corresponding rate among 
white males increased about^i^peiCcent, but this increase was 
considerably less than the increase for respiratory cancer, in- 


ad increase in the death 


■eluding cancer of the lung©- ' '■ 

Dorn (19V3) stated that the 


rate from respiratory cancers is due primarily to an increase in 
late adult life. During the decade 1930-19U0, increases in the 
death rate from cancer of the lung were confined to males of 35 
or more years of age and to females hS or more years of age© At 
the younger ages,'the death rates in 1939-19^0 were actually 
lov/er than the rates in 1930-1931* According to Dorn, cancer of 
the respiratory system develops more frequently among males than 
among females in contrast to all forms of cancer as a whole. On 
the average, the death rate from all forms of cancer was about 
9 verZcent for females than for males, but the rate for cancer of 

f\ 

the lungs and bleura among males was nearly 2.5 times that among 

females and fob all forms of KJuiKBr respiratory cancer the rate 

'HvAc/* 

among males is more than^times the rate among females© 

Because no accurate records of the total number of living 
persons with mali«iant neoplasms were.availableJ the United States 


90 £ 

& 
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! 


-hev\ 

urban areas where it was believed that hospital and 
medical facilities were accessible to all groups of the population. 



According to the data collected through 19h2 f nearly 3-per-cent of 

1 *jL ‘ 

the 39,970 cases of cancer in the^white population were reported 
to have^ primary cancer of the lung. This figure is only slightly 
less than the percentages of all deaths from cancer which is at¬ 


tributed to cancer of the lungs and pleura, namely, 3.5 percent, 


t ' 


V 

t* 


' tl "- 

Dorn (l$li3) extrapolated his data tjysw^fi the entire^United 


*„ States and estimated that between i;50,000 and 500,000 persons in 


e<uA 

the United States are under medical treatment for cancer. In 


addition, there are an unknown number of persons with undiagnosed 
cancer as well as those who have been treated for cancer and are 


now "cured". During the period 1938-1912 approximately 20,000 

of the nm cases of cancer under treatment .bans a primary cancer 

-- ^ 

of the respiratory system; of these about 13*000. £s>e being treated 


for primary cancer of the lung* Slightly more than 8j000 new cases 


of the primary cancertof the lung diagnosed and receive medical 


treatment for the first time each year* Nearly t 5,Cfq0 additional 
cases with primar^^? < otl|^ parts of the respiratory 

of approx! 


diai 


ma 


1 


nosed, making a total 


cancel 

n 


i 

c^ thelrespn r 


ato 



* 


We-rc- 
[ystem are also 
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Steiner (1944) reported that in the 
through bronehiogenic 

the period 1902^1941, primary A carcinoma was found in 126 
out of 5,515 autopsies at the University of Chi'cago. The 
incidence of paimary lung cancer was 2.3 percent of all 
^ftsg» p e i &e, 7.6 percent of all malignant tnmors, and 10.3 
percent of all carcinomas, i^xarauB 

The incidence of carcinoma of the lung expressed in percentage 
of all tumors showed a slight increase in males over the period, 
but not in females. This increase, however, was less than 
that .'shown'for- joex- -carcinoma -.of -the- colon and; for intractanial • 
tumors, but greater than that for carcinoma of the pancreas 
and of the stomach. Steiner made corrections for changes injthe 
annual number of autopsies, in the sex ratio, in the percentage 
of neoplasms in all autopsies, and in the average age of the 
autopsy population. S te in e r concluded that the only 
.variable not subject to correction, the changing nature of 
patients admitted to the hospitals, could easily account for the 


slight increase in lung cancer observed. He believed that 
there has b^n a slight appairent^but no real^Lncrease in primary 
bronehiogenic catcinoma. 


re¬ 


source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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STUDIES OF LUNG CANCER INCIDENCE PUBLISHED DURING 1946 - 1947: 

- Some data on lung cancer incidence published during the period 1946- 
1947 have already been presented in tabular form in the preceding 
section of this chapter, and need not be restated here. 

-Cleramesen and Busk (1947a, 1947 b, 1947c) studied the mortality 
statistics for Denmark from official mortality records for the period 
1931-1945. They concluded that in Denmark there has been an apparent 
rise in the incidence of lung cancer^males, which since 1931 had in¬ 
creased from about 5 per 100,000 in Copenhagen to about 25 per 
100,000 in 1945. These workers attributed a large part of this rise 
to better diagnosis, because the increase was smallest in country 
districts, somewhat greater in towns, and greatest in Copenhagen. 
These workers also analyzed material from the Central Tuberculosis 
Station at Copenhagen from 1936 to 1945 and reported only a slight 

:e of lung cancer, but less 


increase in the incidenc 


less constant than in the above series. Heady and 


criticized the generaliz| 
the increased frequency 
diagnosis, on the ground] 
each year drawn from a 


ation of Clemme/(sen and Busk (1947) that 


of lung cancer was associe 
s that it was based on pnl 


pronounced and 
Kennaway (1949) 


led with better 
ses 



mortality 
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Kermaway and Kennaway (193^, 191:7) analyzed the death 
certificates for career of the lung and of the larynx in males 
from England and Wales for the period 1921-1938 inclusive (num¬ 
bering 38 ,lil 8 ), and compared in detail the periods 1921-1932 and 
1933-1938* These workers recognized end examined the errors 
which are inherent in the use of death certificates for statis¬ 
tical purposes. Deaths from cancer of the lung in males in¬ 
creased' fro& 361 ' in 1921' to 5,982 'in'19^5 with the trend in 
the intermediate years being almost linear. In contrast, deaths 
due to cancer of the larynx underwent no marked increase during 
the same period, remaining between about 600 and 900 deaths. 


Stocks (191:7), using^Jata from the registration of deaths for 

England and Yfales (standardized to allow for population changes) 

reported the following trend in lung cancer*** incidence: Rate 

per 100,000 in 1901-1920, males 1.1, females 0.7; rate per 100,000 

in ^936—193 9, males 10. 6, females 2.5. According to this worker, 

particularly rapid affter the end of World 
1 , 


rise seem/ to have been 
I, and between 1921-19 


m 7 taiccs 
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.—_> STUDIES OF LUHG CADGER INCIDENCE PUBLISHED DURING- 1943-1949 : 

u ‘ -f ~ 

^Some data on lung cancer incidence published during the period 1948- 

ve 

1949 ha4 been presented in tabular form in an earlier section of this 
chapter and need not be restated here. 

9 — > Churchhill (I9W) stated that nothing is known about the causes of 
primary carcinoma of the lung that can be translated into effective 
. ■ ' preventive measures-; •• He held it - , possible .that" ah actual-increase.'in.'• 
the incidence of p ulmo nary cancer has taken place during the first 
half of the century. 

C/ 

7 > O’Keefe (19W)_ analyzed 131 cases of primary lung cencer and attempted 


to correlate the data with recent literature. He concluded that sta- 



< 

i 

i 

! 
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V ' ' ~ ‘ ? J 

Siraonds (19^9) repeaie<i'-ar=3laidy^»f' 98 cases of primary carcinoma 
of the lung encountered among h,$90 autopsies done ton during the 
period 1929-19W in six general hospitals in Chicago. The entire 
98 cases were used for certain statistical studies and 83 cases for 
a more detailedt analysis. Aaox In this series, bronchogenic 
carcinoma increased from l.l8t of all autopsies between 1929 and 1933 
to 3»22i between 19Wi and I 9 I 18 , whi^e carcinoma of the stomach increased 
from 2.25^ tb'3i5^duririg the s'ame periods. Slmohds' nlhn^Vopnrtird'datn 
based on l,lii6 autopsies (included in the above series of li,590 autopsies) 
performed at Alexian Brothers Hospital in Chicago. This institution accepts 
only male patients, many of them siods elderly men. In this hospital, 
primary carcinoma of the lung increased from onlv C.It7£of all autopsies 
between 1929 and 1933 to lj.95^ between 19hb and 19ii8, ?/hi}e carcinoma 
of the stomach ranged from 6 . 07 ^ to I1.37M during the same periods. 
Simonds^fcai led attention to how tricky statistics can.be, for it was not 


until 1939* that the hospital 


■dse^.ospii 


acquired a chest surgeon. 
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Springett (19U9) compared Norwegian data on cancer of the 
respiratory tract with the incidence in England and Wales. In 
19U6 tpfe mortality from cancer of the larynx in Norway was only 
one-fourth that in England and Wales. This geographic difference 
was still greater with regard to 4HC deaths from cancer of the 
lungs, the mortality being five times higher in England and Wales 
tharr in Norway. During the past 25 years, there was little change 
in the ratio of iihe deaths' from' cancer of the larynx to »ti»*deaths 
from all forms of cancer in either country. Ir. both countries and 
in both sexes there has been a rise in 49* mortality from cancer 
of the lungs, which in the case of women in England and Wales rose 
from about one percent to Jr percent of all cancer deaths during the 
last 25 years. Springett concluded that the low mortality from 
cancer of the larynx and lungs in Norway, as compared with that in 
England and Wales, cannot be explained by references to differences 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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Fulton (191*9) surveyed the incidence of lung cancer in the ^ 

cancer registration program of the Liverpool.Cancer Control Or- ^ 

y* 

ganization in the five-year period 19hh~19h8, In 1 9hh, 210 cases 

of lung cancer were reported, and in 1$>W, h$6 - m&**ml* 

This increase, according to Fulton, ^probably due to better coopera¬ 
tion by hospitals# The incidence of primary lung cancer in the 
Liverpool area per million population in 19l^ was lh5 and in l?li8, 

207. m ‘ .... 

Adams (I9h9) observed that cancer of the lung accounts for 
about seven percent of all cancers. 


) Mason (19k9) recorded that the lung cancer mortality in 

I England and Wales for 1902-1910 was 10.2 per million (standardized) 
for males and 7.0 for females. For 1937, the corresponding figures 
were 100.9 and 23.2. This worker felt that it was impossible to 


decide whether this increase was real or apparent. He held that 
during recent years evenjauc¥i had been made of such figures as 
suggesting a real increase, it must be remembered that cancer of 
the lung has increased in clipical interest, improved diagnosis 


and treatment |has come into being, and a greater proportion of 


patinnta die 


spitals 


active p 
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aiwDIES OF LUNG CANCER INCIMCE PUBLISHED LURING 1950^/rrz ; 


< 2 - 


Some data ob lung cancer incidence published during 
1950 have been presented in tabular form in an earlier section 
of this chapter and need not be restated here. 

E. M. Brockbank (1950) observed that there has been 
in England and Vales a steady and progressive increase in deaths 
due to ing cancer of the respiratory system, and cited the 
following data taken from the registration of deaths* 


( 

A 


CANCER OF RESPIRATORY SYSTEM, REGISTERED MORTALITY, ENGLAND AND WALES 

(BROCKBANK, 1950) 

__'Eft.c 




Year 


Males 

Femal 

1937 


It089 

1162 

19U2 


5596 

1525 

19h3 


609U 

1581 

19h7 


8063 

2019 


\ 


Ariel and co-workers (lg^jO) reported a study of 1,205 cases of 


primary lung cancer, 
had transferred this c 
one of the most common! 


s 

n the incidence 


| n influent clinital entity to - 
period 1931-19W, 6.9 


percent of all neoplal 
were lung cancers. The; 


asms, 1,205 
'muared 
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^to all neoplasms shoved a gradual Increase from 2.1 percent in 1931 to 
11.7 percent In 191 * 6 . No significant rise in gastric cancer Incide^ »a s 
observed during the same period. Laryngeal cancer cases increased (2.2 
perceat in 1932 , 5*1 percent in 19 ^ 6 ), but bladder cancer remained almost 
stationary. Arid and co-vorkers concluded that lung cancer vas the only 
type that had shown a relatively important absolute increase in yearly 
incidence. 




| Doll and Hill (1950) observed that according to the registration 

of deaths for England and Wales, the annual number of deaths attributed 
to cancer of the luiig’s increased from 612 in 1922 to 9,287 in 191*7, or 
about fifteenfold during that quarter century. This large increase 
^ was held to be out of all proportion to the increase of population, 
either total or by age groups. 

According to* Spencer (1950), the American Cancer Society, studying 
nation-wide figures for 1946 found that in the male population the reported 
rate of lung cancer deaths has doubled in the past fifteeJjMrs and is now 
more than five times as high as it was 35 years ago. 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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s*In an earlier study using necropsies at the University of 
Chicago from 1901 to 1943, Steiner (1944) concluded that carcinoma 
of the lung had increased only slightly more than cancer in general 
or than a number of other types of cancer, including cancer of 
the colon and intracranial tumors. Later, Steiner and co-vorkers 
(1950Jb) were surprised to find by similar methods of analysis of 
the Lob Angeles County Hospital necropsies (1918-1946), a great 
increase in lung cancer^ disproportionate to that of cancer in 
general or to the same control types of tumor. They believe^ that 

I e findings represent a r^lh difference in the two materials, 
noBfilhly in the two communities. 
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The Statistical Research Section of the American Cancer Society- 
compiled a stannary of the lung cancer deaths in the United States 
foijthe year 19U7 based on Vital Statistics of the United States for 
that year.(Watson, 1950)* There were lii,666 deaths due to cancer 
of t he lung and bronchus representing a death rate per 100,000 
persons of 10.2, Of this number, 11,£U6 were in males and 3*120 in 
females.. More than 12,percent of all male cancer deaths and 3 percent 
of all female cancers wre due to cancer of the lung and bronchus in 
19h7, or 7.7 percent of all cancer deaths in that year. 
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Watson (1950) compiled from the United States mortality 

I 

statistics for 1933 and the Vital Statistics of the United States 
for 19U6 a graph showing the respiratory cancer death rate for 
both males and females by age. His graph is reproduced below: 


RESPIRATORY SYSTEM CANCER DEATH RATES BY ACE 




Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 









Watson (1950) presented graphical data graphically showing 
the death rate of cancer of various sites for the period 1933 to 
191*6, the data being standardized for age on the 19i*0 United States 
population. The graphs of Watson are reproduced below* 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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Watson (1950) concluded from the above graplff that from 1933 
to 1916 the incidence of cance^jf the lung in males has shown a 
sharp increase in rate without a corresponding increase in the 
number of cancers of the stomach, prostate, bladder, skin, esophagus, 

I ^ '-!■ Further, cancer of the lung in females has increased 

in relation to malignant disease of the ovaries, breast, uterus, and 
Stomach* •■•••••••• • 
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Btdamann (19k3) discussed at length a statistical study made 

■j. 1931-1939 

by Vaanprager of Dutch mortality ■4 statistics for with 

deaths 

special reference to darts due to pulmonary tumors in persons over 
29 years of age* To stake jgg. statistical reasoning more valid, the 
actual ntxnber of lung cancer cases in males and females observed in 
each year were adjusted to the ratio observed in 1936, and the ad¬ 
justed figures calculated reduced to the basis of lung cancer mor¬ 


tality per' 100,000 persons'. On- this basis> the mortality- in Holland. - . ' 


from lung neoplasms per 100,000 persons increased from 10*29 lit 1931 
21.63 1938 

to ttx?? in for males, and from 3*95 to U*5l respectively for /- 
females* Application of tests for statistical significance Jmmmprt 1 at ml 
•that the increased incidence rates were not chance occurrences* 
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Watson (19!>0) presented data on the incidence of cancer of the. 

«- . . . . ... 

lung, stomach and prostate at Memorial Hospital, New York through 
19U9. His graph is reproduced below: 


NO. OF 
CASES 


memorial hospital 

INCIOENCE CANCER OF LUNG - STOMACH - PROSTATE 
1926-1949 



In analyzing this graph, Watson stated: 

"From 1926 to 1933, a very snail number of lung 
cancer patients were seen 6? Memorial Hospital, 
but from 1935 to 19^0 there was a sharp rise in 
the incidence, and shortly after 19U0 the admissions 
for cancer of the lung crossed the line for cancer 
of t he stomach and went on to a precipitous rise 
in 19li5, and continued through 19^9, when a total 
of 193 patients with cancer of the lung were seen 
at Memorial Hospital. It may be of significance 
that the increase starte^in 1935 wftfc more or 
less coincidental with Dr. Graham's report of the 
first successful pneumonectomy for cancer of the 
lung, and the almost vertical rise from 19hS on 
oincides wi^h the general introduction of the 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 




-'“In an anonymous (1950) report, the following facts were set forth: 
Age-adjusted death rate from respiratory cancer rose almost Qo£ 
among white industrial policy holders of the Metropolitan Life 
Insurance Co. at ages 1 to 74 - from 5.6/100,000 (1936-38), to 
10.0/100,000 (1946-48). Mortality from all other forms of cancer 
as a group decreased somewhat. Both sexes showed an increase, 
but the death rate among white males is now almost 6 times that 
among white females, as compared to less than 4:1 a decade earlier. 
Among white males the death rate rose in every age group, the rise 
increasing progressively with each advance in age. Among white 
females the rise occurred mainly in age groups 45-74. Of interest 
is the following: - "It is very likely that the rise recorded for 
cancer of the respiratory system is spurious in part at least, and 
represents the detection of an increasing number of cases through 
improved diagnosis". It was also stated that for cancer of the 
larynx (i'.e. a site directly accessible to diagnosis and treat- - 
ment) the death rate remained the same. For the rest of the 



A-/ 
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*» Bryson and Spencer (1951) presented a clinical and pathological 

survey of 866 fatal cases of bronchial carcinoma in all of which 

f)>e fhe 

necropsy and histological examination had been made by^staff of A 
London County Central Histological Laboratory. Clinical notes 
were gathered from 26 hospitals (formerly under control of the 
•London County -Council) and situated in .the Greater London, area.- . ■'" • 
During the period covered by the investigation ( 1936 -1947 in¬ 
clusive) the laboratory staff was almost unchanged and technique 
of necropsy remained unaltered. All hospitals involved were non¬ 
teaching institutions obliged to accept patients suffering from any 
non-Infective illness, and many patients had been transferred from 
teaching hospitals. Thus Bryson and Spencer felt that the possi¬ 
bility of error due to selection of clinical materiel was slight. 
tFrf>w\ their data they ATi't/ecC at tie fotteiotn^ ce>nctus/o*rs .- 

"Although the period covered by the survey is relatively short, 
certain features of interest emerge from the data after analysis. 

In spite of the strong personal impression of the authors to the 
contrary, it was shown in comparing the triennia 1936-3 and 1945-7 


that the incidence of carcinoma of the bronchus did not increase 
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cidence of these growths during the period under review would 
thus seem to be more apparent than real. The great preponderance 
of the disease in men was again confirmed, the proportion of male 
to female patients being almost six to one. Despite the greater 
longevity of women, the peak incidence of the disease in women 
was at a slightly later age than in men, a fact which was found 
to be of statistical significance. Occupational factors did not 
appear to be related to the occurrence of the disease, but, as 
stated above, the information available was very Inadequate. 

The high proportion of men who gave a long antecedent history of 
' cough and chronic bronchitis may be of importance, for these symp¬ 
toms may have been related to heavy smoking which has been thought 
; by some to be a factor in the aetiology of carcinoma of the bron- 
: chus. Other previous diseases of the chest, including tubercu- 
i losls, were shown to be of no significance." 


industrvdocuments.ucsf.edu/dd 
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~>Gsell (1951) analyzed 126 cases of bronchial carcinoma and 
corroborates four findings which have hitherto been reported 



from various other sources. 

U- A. There has been a sharp increase of bronchial carcinoma 
within the last 30 years. 

j<— B. Bronchial carcinoma is a disease of the. higher adult age 
groups. (It starts at the age of 30 and is most frequent in 
the 50-70 year range.) 

|-*-C. Bronchial carcinoma Is predominantly a male affliction, 

' 88.936 of the present cases being male giving a ratio of 1:8. 

k- D. Histologically, bronchial carcinoma shows a preponderance 
of epldenold or squamous cell carcinoma and its variants, and 
of the undifferentiated carcinoma. They both comprised 91.8/6 
of the present cases. The adenocarcinomas represent only 636 
of the cases. 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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# it. ..S' Sr ■—'■ In an editorial appearing in the Journal of the American 

Medical Association (1951), the following statement appeared. - 
"Numerous surveys have indicated that the incidence of carcinoma 
, - * . of the lung has been increasing in recent years. There is no 

.. .t,;■ ■ 1 .1 general agreement, however, as to whether this Increase is real 

• and. absolute;or merely apparent and relative owing.to.;such factors. 


as better diagnosis, increasing clinical awareness of the conjdi 
tion, and the increase in life expectancy.” 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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^ $ ~->The study of FruhUng and Horrenberger (1952) was based on the 
following material obtained at the Institute of Pathological 
Anatomy In Strasbourg: 

1926 thru 1930 - total autopsies 4,573 

1946 thru 1951 - total autopsies 3,608 

1926 thru 1930 - Adult autopsies (i.e. over 20 years) 

2 >966 

1946 thru 1950 . - Adult autopsies (i.e. over 20 years) 

• ••••.. r • •• ; V; .. ■ - • 2,152 

When evaluating their results they considered the following factors: 

1) The relatively limited number of autopsies used for their study 
(as compared to material of other authors). They argued, however, 
that the general population Included in the autopsy data was in no 
way selected and therefore, perfectly usable. In addition, whether 
analyzing the results by 5 year periods or year by year, the in¬ 
crease was homogeneous. 

2) The factor of professional differentiation by the pathologist. 
The authors stated that their two series were in this respect as 
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in this particular field for the past 50 years, 
h) Similarly, one could say there was an element of variation 
conditioned by improvement of clinical diagnosis. It would be 
logical to presuppose that having diagnosed lung cancer more 
often, the clinicians would also have required autopsy verifica¬ 
tions more often than a few years previously. From the two series 
in this study, "it is evident that as regards the group of lung 


o » 


cancers autopsied, clinical diagnosis has made no appreciable 
progress (as corroborated by Becker at the Pathological Insti¬ 


tute of Giessen)."..."This factor has not varied during these last 
two decades, nor has the group of lung cancer autopsies been more 

i> 

selective from the clinical point of view, oinM y e ars a g e. 

5) t nc-^**** Variation in the percentage of autopsies in 


relation to general mortality figures } 


was definitely a 


factor. During the period 1926-30, 78 .3^ of the patients who had 
died were autopsied, whereas in 1946-50, this figure dropped to 
51.22£. This low percentage of autopsies versus general mortality, 
far from increasing the number of pulmonary cancer cases diagnosed 
at autopsy, definitely decreased it. The increase in lung cancer 


mortality is Indeed a real one, and the coefficient obtained in 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 




6) As for the sex factor, though the proportion of male autopsies 
to female has been absolutely constant for the two decades, the in¬ 



cidence of lung cancer is definitely greater in the male. 


7) "Hospitalization from the social point of view itemtig nw i 
{tee result recent social lavs which have been instituted in 
certain countries. In the eastern provinces of France the question 
is a bit different: a medico-social organization very similar to 
the present-day Social Security was actually introduced in 1919*" 

The authors feel veil justified in stating that in their statistics 
the quality of hospitalisation has remained the same since 1926. 
Though there has been a consistent increase in the number of patients 
hospitalized in the City Hospitals of Strasbourg (comparing periods 
1926-30 and 1936-50) the mortality rates have remained perfectly 
constant, which in the opinion of the authors, indicates the homo¬ 


geneity of hospital admissions. 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 





Higdon and Kirchoff (1952) wrote a review in which they 


made some interesting interpretations of earlier reports which 
are deemed worth repeating here. The authors said: j "There is 
such a wide variation in the significance of the theories ad¬ 
vanced to account for the increase in the frequency of cancer of 
the lung that the data. In our opinion, do not justify the con¬ 
clusion that caincer of the lung has actually Increased as a re¬ 
sult of any one so far advanced. The statistical data presented 
by some investigators relative to cigarette smoking are im- 


't u--' ^ ■ 




l 


pressive; however, there is such a wide variation in control 
samples that, In our opinion, additional sampling is needed to 


warrant their conclusions. There is no significant correlation 
between the amount of tobacco consumed and the death rate for 
cancer of the lung In the United States. There is, however, a 
significant correlation in the United States between the popula¬ 
tion to physician ratio and the population to bed ratio and the 
number of reported deaths from cancer of the lung. Better diagnoses, 
decrease in the number of deaths from infectious diseases by both 
prevention and therapy, and the Increase aging of the population 
seem to be more significant factors than any nnelor group of car¬ 


cinogens to accountflfor theaj 


S 
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(1952) states as follows: 


r,v- 
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"The Increase in cancer of the lung has occurred in all sections 
of this country and in most other countries from which we have 
reliable statistics. Therefore, it may be assumed that it is due 
to some factor or factors operating over very wide areas and in 
very different types of communities. Furthermore, it would seem 
to be a reasonable hypothesis that there has been a corresponding 
Increase in one or more of the major factors, at present unlmown, 
which are responsible for lung cancer. If it is discovered that lung 
cancer is Indeed caused by some carcinogenic substance or substances 
of widespread and increasing use in our civilization, there is rea¬ 
son to hope that we may be able to control the disease by eliminating 
the cause." 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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THE INCIDENCE OF VARIOUS CANCERS* 


Barron (1922) reported that carcinoma of the lungs and 
bronchi ranked sixth among all malignancies# Rosahn (1930) 
nlaced it fifth. Rosodale and McKay (1936) in a series of 
U66 malignancies of all types reported that carcinoma of the 
lung was the third most common cancer# Arkin and Wagner (1936) 

' ranked thi.9' condition second in frequency only‘.to malignancies. • . • 
of the gastro-intestinal tract. Brines and Kenning (1937) 
found the lung second to the stomach as a site of primary neo¬ 
plasms in their autopsy material and fifth among their surgical 
specimens. KLotz (1938) and Boyd (1939) reported that during 
the 10-year period ending in 1936 in autopsies at the University 
of Toronto, the lung and bronchi were the third most common site 
for malignant tumors, being preceded in frequency only by those 
of the stomach and large bowel# Roffo (1939d) stated that in a 
series of 78,000 patients (presumably all with cancer) cancer of 
the smoking tract ranked first in incidence# Rosahn (19U0) re¬ 
ported that of all carcinomas autopsied at the Yale-University 


School of Medicine in the decade 1917-1927, primary pulmonary 


were 


tumors was fifth in frequency, while in the following decade 


1 h in frequency, while 

placejbeing exceeded!^ incidence only bv malic- 




\ 
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Henschen (19^7) found in a combined series of 10,000 cancer autopsies 
that lung cancer was second in incidence with intestinal cancer, 
gastric cancer being in first place. 

~>Koch (1950) reported that in autopsies at the Dusseldorf Pathological 
Institute since 1942 cancer of the lung has been the most common 
male cancer with that of the stomach second. Emminger and Einfalt 
(I95O) reported that .in autopsies at eight Bavarian, pathological, in- 


777 


stitutel during the period 1945-1948 gastric cancer was the most fre¬ 
quent malignancy (25 percent) in males over twenty years of age with 
bronchiogenic carcinoma a close second (21.4 percent). 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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According to Spencer (1950), the American Cancer Society, 
studying nation-wide figures for 19^6, stated that among the 
88,801 men who died that year from cancer, the malignancy was 
in the stomach in in the prostate in 10,6l6j in the 

intestine in 9,929; in the lung or bronchus in 9,877. Pulmonary 
cancer, with an annual mortality of lU per 100,000 of the male 
population was’practically eVen with intestinal cancer — liul ■ 
deaths per 100,000 males - the foremost malignancy in men, and 
was not far from second place. According to Spencer, pulmonary 
cancer almost equaled as a cause of death the combined totals 



p 
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9? '-Steiner and co-vorkers (1950 w b) found that in necropsies per¬ 
formed from 1918 to I 9 U 9 at the Los Angeles County Hospital, car 
cinoma of the lung ranked fourth among malignant tumors, and in 
one recent U-year period ( 19 ^ 3 -^), it was first. 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 





Jost (1951) said: "In recent years a sharp increase in lung 
cancer incidence has been observed all over the world. Dor- 
mann's statistics for 1925 _ 33 show that lung cancer mortality in 
males occupy fourth place and in females seventh place. The data 
of Einhalt for 194?-^7 reveal that today lung cancer in males 
has risen to second place, while in females there has been no 
substantial rise. The number of cases in the very young age 
group has been extremely small. 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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Anonymously (1951 ), the following observations are of interest. 
The postwar cancer record of the Metropolitan Life Insurance Co. 
industrial policy holders for periods 1946-47 and 1949-50 showed 
reductions in mortality among white females at ages 25-74 years, 
and only slight changes at ages 1-24 years. Among white males 
there was a. decrease at ages 1-14 years and only a small increase 
at ages 15-24 years. However, ages 25-44 years showed a 12.6$ 
increase and ages 45-74 years about 3.5$. Bor the accessible 


sites both sexes showed a decline, the white males by 2.4$, the 
white females by 7»2$. Among the latter, for each accessible site 
listed (except the breast) the mortality trend was downward. 

(The breast: no change). Among the males the only important site 
to show a decline was the buccal cavity and tonsils (13$). For 
the inaccessible sites, the females had a 1.1$ decrease; the males 
a 4$ rise. Both sexes showed decreases for such sites as the 


stomach, the intestines and duodenum, the rectum and anus, the 
liver and biliary passages, a residual category consisting of other 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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30.4# in white males from 1946-47 to 1949 - 5 Q, and by 10.3# for 
white females. The factors considered important were: improved 
diagnostic techniques, increasing alertness of the physician, 
and to some extent, cancer detection incidental to mass X-ray ex¬ 
aminations. 

The conclusion was;!"However, it is not yet apparent to what ex¬ 
tent these and other unknown factors are contributing to the 

1 

jjnarked upward trend in these cancers." 

ftnth n n a rnr-T i l"^ h - 8 o-rtee la 
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>Fruhling and Horrenberger (1952) observed that the relative in¬ 
crease of lung cancer, having changed from 5 . 10 $ to 18 . 7 $ of all 
cancers, had risen within 20 years by 3*7 times and when arranged 
among all cancers in their order of frequency pulmonary cancer had 
Jumped from seventh to first place. 

As regards absolute increase of lung cancer, for these figures 
the authors used death rates and purposely did not differentiate 
between: "died of lung cancer" and "died with lung cancer." 

Thus, lung cancer deaths (for the same twenty-year period) increased 
from 0.84$ to 4$ that is 4.75 times, whereas cancers of other sites 
have shown little variation. Furthermore, they state,the increase 
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•By means of two graphs, Qn y lf (1952) shows that the standardized 
death rates from cancer of the stomach and cancer of the liver 
have been steadily declining, particularly among males. On the 
other hand, cancer of several sites (e.g. pancreas) have increased 
somewhat, though not much. Cancer death rates of most of the re¬ 
maining sites remained practically the same. The one exception 
is the lung-bronchus category which has shown a steady and tre¬ 
mendous increase in age-corrected death rates (1933-1950)♦ 
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> Hewett and Brooksbank (1952) ak Oxford, England based their com¬ 
parative study of cancer mortality in England and the United 
States on the following official sources: 

I The Registrar-General's "Statistical Review of England and Wales" 

i 

• "Vital Statistics of the United States" 

"Causes of Death in the Kingdom of Denmark". 

Their data cover the period 19^+6-19^8 and the standard popula¬ 
tion adopted was that recommended by the International Statistical 
Institute from which a standard million of persons aged 35 and over 

• was obtained. 





Table 3 

S-DJl.'s Per Million Living from Cancer of “Accessible’' and of "Inaccessible" Silts: 1946-1948 


AcctilibU _ ImuttdbU 

Udti Females Malts Ft malts 
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91 
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93 
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76 
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67 
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75 
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In the above table they compared-death rates from cancers of 
"accessible" and "inaccessible" sites and found that while female 
mortality from cancers of accessible sites shows the same order 
as that observed in the male firsBvD-r 1 ®, the rates for inacessible 


sites are In reverse order. Furthermore, as the percentage figures 
show, the dispersion of the rates is much greater for accessible 
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than for inacessible sites. Better chance of treatment cannot 

account for the variation observed, because the lowest of the 

three male rates for accessible sites is that for U.S. non-whites, 

"It is more likely that the accessible sites in Table 3 include 
a high proportion of the sites most exposed to environmental in¬ 
fluences and for this latter reason are more liable to be differ¬ 
entiated as between one country and another.'' 


Table: 6 

Comparison of Standardised Death Rates (Per Million Living Over the of 35) for Cancer 
of Various Sites Among Males in England and Wales and in the United States: 1946-194$ 


England & H ates 

U.S. Whites 

U. S. Konvkitrs 

t\ S. Whites 
Per cent 

L\ S. .\onukites 
Per cent 

Site 

Rate prr 
million 

Rale prr 
million 

Rate per 
million 

oj England 
and Wales 

of England 
and Wales 

Stomach 

74 2 

513 

635 

69 

84 

Lung and pleura 

121 

’ll 

151 

32 

21 

lntrslioe 

439 

344 

223 

78 

51 

Rectum 

153 

104 

lift 

55 

33 

Prwuie 

245 . 

351 

391 

143 

lr>0 

Urinary 

177 

193 

12! 

109 

6S 

Eaophagua 

137 

84 

133 

61 

07 

Piftcrm 

130 

143 

106 

109 

82 

Liver 

103 

149 

145 

H5 

141 

“Other” buccal cavity 

93 

00 

67 

97 

72 

Larynx and trachea 

78 

181 

14! 

235 

181 

Tongue 

5$ 

15 

78 

64 

51 

Skin 

49 

60 

22 

141 

45 

Brain and C.N.S. 

44 

55 

20 

125 

45 

“Other” genital 

23 

31 

30 

75 

107 

Lip 

14 

IS 

4 

129 

29 

Jle*entery gad peritonea 

m 12 

10 

M 

15S 

117 

Breast 

6 

7 

9 

117 

ISO 

Other unjpec. 

121 

315 

208 

175 

160 

All Sites * 

3.551 

2.913 

2.556 

82 

72 

All Site* t 

3.534 

2.917 

2,578 

8 2 

*2 



• Including rwpiratocy •intern lubtolaU b**ed on W40-1947 only, 
t Including mpinijm mlrm filial imrif 1 ' >hrre y 
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Table 7 


Comparison of Standardized Death Rates (Per Million Living Over the Age of }?) for lunar 
of Various Sites Among Females in England and Wales and in the United States: 1046 JO' 



Entiand & Wales 

t S. Whites 

Site 

Rate prr 

Rutr p.r 


million 

million 

Breast 

59? 

S'. I 

Stomach 

457 


Intestine 

414 

3 ( >0 

“Other’’ genital 

20J 

1 HI 

“Oi bn." uterine 

IN? 

268 

Rectum 

* . 178 * , * 

‘ ' Ub 

Cervix 

■146 

■ '216 ■ 

Lung and pleura 

124 

75 

Liver 

9tf 

Ik; 

Pancreas 

ftg 

9h 

Urinary 

71 

95 

Esophagus 

58 

22 

Shin 

29 

41 

“Other” buccal cavity 25 

23 

Brain and C.X.S. 

25 

M 

Larynx and trachea 

21 

26 

Mesentery and peritoneum 17 

2D 

Tongue 

9 

H 

Lips 

1 


Other unspec. 

9Q 

103 

Ail Sites • 

2.826 

2.A/.4 

All Site* t 

2,832 

2,872 


l S Xotnrkitfi 

V S. \Yh,:< 5 

t S .Xond hitrs 


Ft r * rnt 

Prr 1 1 ai 

Rolf prr 

cl F.ngljmd 

of England 

million 

and 11 a/ex 

and 11 a!i s 

44. 

04 

74 

344 

6? 

7'J 

. 241 

04 

SM 

112 

90 

55 

524 

145, 

2*0 

\ . ‘ 

. ' 76 ■ 

, • • ,6". 

429' 

‘ ’ •’ f48 • * 

* , 294 

S6 

60 

45 

138 

187 

141 

75 

til 

85 

S3 

134 

117 

28 

38 

48 

10 

lit 

66 

28 

92 

112 

12 

1.36 

4M 

23 

124 

no 

11 

118 

71 

Jt 

89 

SO 

1 

. — 

—- * 

19? 

195 

190 

2.H9’ 

101 

102 

2.898 

101 

102 


• Including respiratory system subtotals ba^cd on 1946*194? ontv. 
t Including respiratory system based on whole three ve*rv 1946 I04R. 


In Tables 6 and 7 (above) the authors show how the S.D.R.'s for 
cancer of the various sites stand in order of importance. - In 
England and Wales the second place is taken by cancer of the lung 
and pleura, which is approximately three tiroes the rate for white 

Irate for nonjwhite Americans. On 
er of the larynx 
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The mean age at death by site ie also estimated and compared for 

the two countries. "When the various sites are considered in 
order of the relative age at death, cancer of the respiratory- 
system is again found to show international contrasts. Mortality 
from cancer of the lung and pleura, which is much higher in 
England, is also associated with an appreciably earlier Standard¬ 
ized Mean Age at Death in England. With cancer of the larynx 
and trachea the position is reversed, American mortality being 
higher and occurring at an earlier age than in England and Wales." 

By analyzing cancer mortality and economic status the authors 
^find:. ."Some‘- but only soma 7 of the differences between cancer 
mortality of the' upper and-lower social classes in-England- and- 
Wales can be matched by corresponding differences between the 
white and non-white populations of the United States." 
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STUM£S 

-’-DISCUSSION OF INCIDENCE.OF LUNG CANCER: 


i / \ 

OnUtniH —J>-That an increase in lung cancer has been recorded In most statistical series 
& seems not open to question. However, underlying any such statement are the 

limitations of the very methods by which "increase" in a disease is measured. 
These methods, together with their limitations and inadequacies, have been 
discussed at length in an earlier section of this chapter entitled "Methods 
of Measuring ■''increase*^ in a Disease", and require little additional direct 
comment at this point. 

-'The question to be faced in a study of lung cancer incidence is not whether 
lung cancer is Increasing in hospital incidence, but in the general popula ¬ 
tion . There is no doubt that lung cancer Is being diagnosed either clinically 
or at autopsy in hospitals more frequently today than it was in earlier years. 
But whether this increase is a real one or merely apparent when’applied to 
^ the general population remains in doubt. Many of the shorter series of in¬ 

cidence figures based on data collected at only one or two hospitals are of 
little significance because the portion of the population coming to autopsy 
is so small and is not usually representative of the population (that is, 
social stratum is often reflected). Data from a single hospital must also 


be suspect as reduction in the number of diagnostic errors, improvement in 


diagnostic facilities and methods, Introduction of new services and wprds 


and shifts in the 




and age distribution of tfte autops 
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Fried (191*8), after a brief review of literature^concluded 
that the incidence of bronchiogenic carcinoma is in "all like¬ 
lihood more apparent than real". He suggested that the more 
frequent recognition of this condition today a3 compared with 
the past can be explained on the basis of the following factors* 

"1. Progress in medicine in the past five decades 
resulting in improved methods of diagnosis. 

"2. Progress in public health resulting in increased 
longevity (more people reached the 'cancer age'. 

"3. A vastly developed means of hospitalization. 

"I*. Rises in the social and economic levels leading to 
more people seeking medical advice. 

Increased attention to the disease." 


Some of these possible factors in the observed ."increase" 
in lung cancer incidence are discussed in the following sections - 


at some length. 


• LONGEVITY-AS-A FACTOR IN. LUHG CANCER INCIDENCEi 

Although increasing longevity (more people reaching the 
•'cancer age ,J ) may be a factor to account for a portion of the 
recorded increases in lung cancer incidence in some statistical 
series, it must be recognized that this factor could not be the 
principal factor in such an increase. Even when mijmekm nta fri 1 


data are 


3tandardiz 


^for changes i 


in age distribution over 


a period of time - a procedure that minimizes the effect of longevity 
changes of the population - substantial increases in lung cancer 
have been observed in many studies (for example, those of Stock% 19U7j 

Huismann, I9l*3j Dorn, 19^3) • It must be recognized further that if 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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longevity were an important factor, it would be reflected not 

incidence 

only in the lung cancer/trend, but also in the trends for cancers 
of other sites. However, in many statistical studies of autopsy 
incidence, even when no correction was made for age distribution, 
no marked increase was observed in cancers of maityr sites in con¬ 


trast to the huge increase in lung cancer recorded, *H4sg^ffnd 
Sweany (1933) and many other workers have prepared graphs attempt¬ 
ing to demonstrate a parallelism between increased longevity, in¬ 
crease in all forms of cancer, and an increase in cancer of the 
lung in particular. However, most recent workers (for example. 


see Klotz, 1938^ have aSSdthat the increase in lung cancer 
is so much greater than the increase in all forms of cancer, 4 


tii 


■ flit'll A rt|( 


iwp—j that the increase od* cancer of the lung cannot 
be explained on the basis of in c rea sed life expectancy. 







Steiner and co-workers (1950 b) do not believe that the dispro¬ 
portionate increase in lung cancer can be explained by the age 
factor for the following reasons. In the necropsy population s/n-.f 
the death rate from cancer in each decennium was greatest in the 
decade 6l to 70 years (25.756). Lung cancer had its peak a decade 
earlier, whereas carcinomas of the large intestine and pancreas 
had theirs 10 years later than lung cancer, and gastric cancer 
20 years later. If the increase in lung cancer was due solely to aging of 
the population, then all cancers and the control carcinomas of the 
large intestine, stomach and pancreas should have increased even more, 
and intracranial tumors (whose peak incidence was in the Second decade) 
much less. "That they did not do go lslevldem;e that the increase in 
lung cancer was not explalnablelQnlthlsftiaslsd says Steiner. 
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^. . / ... - f >Blumer (1951) in an editorial expressed the belief that the in¬ 
crease in lung cancer, as with other forms of cancer, is partially 
due to the increased number of people living into the cancer age. 

^ I "Hovever, its Barked preponderance in males, whereas the ex- 

r (--*■ | 

nh '' < ’ pectation of life is longer in females, leads one to question 

f! i •' i 

t ! 

I whether this is the sole factor.” 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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1952 ) Illustrated population trends very well by means of the 


following graphs: 


j 40 Yiort 
| Of>d Ov#r 


<. . . t—r- 
.=> ' 50 * iz 2 % 

CL 

g ___ 


J'6% J!!X 


•C.i M.X U8V.« 


(900 1910 1920 1930 1940 1930 

YEAR 

Chart 4.—Population trends in the United States from 1900 through 1950. 


This shows that the total population of the United States had in¬ 
creased from 76 million (in 1900 ) to 151 million (in 1950 ) and that 
the age group 40-years-or-over had risen from 23.4# to 34.9# of the 


total population during the same 50 years. 


Change as Percentage of 
1933 Cancer Deaths 


Group 


White males 


White females 


Nonwhite males 


1933 1948 Increase Due to Due to 

Cancer Cancer 1933 to Total Population Other 


Deaths Deaths 1948 Increaaglyhanges Factors 


55,596 90,942 35,346 64 ■ ^6 + 28 


64,657 90,917 26,260 


2,990 7,002 4,012 134 H 32 +102 


236 8 ,l 8 l 2,945 56 H 44 +12 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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With the above data flaytaj ehovs that there vas an increase of 
68,563 (53 • 4^2. la the annual number of cancer deaths (1933-1948). 
Applying the 1933 age-specific cancer death rates to the 1948 popu¬ 
lation, he found that 51,064 (39-7%) more people would have died in 
1948 than in 1933 owing to population changes alone. In other words, 
a 39-7% increase , is due to. the expansion- and aging .or the population - 
during the 15 -year period, which leaves an increase of 13-7# that 
must be due to other factors, like: 

a) better diagnosis 

b) Increased "popularity" of cancer as a diagnosis when cause 

of death is uncertain. 

c) perhaps an actual increase in cancer incidence. 

At the same time, one other factor was operating to reduce the 


SrTTHr 


I* 


in treatment and cure rates 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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THE EFFECTS OF IMPROVED DIAGNOSIS ON LUNG CANCER INCIDENCE: 


In an early section of this chapter entitled "The Reliability 
of Cancer Statistics", many of the observations recorded in the 
literature concerning the frequent mis-diagnosis and non-diagnosis 
of lung cancer during life were summarized, and need not be restated 
here. It should be recognized that even in major hospitals where 
special facilities are available for the diagnosis and treatment 
of conditions of the lung, and where' extensive. X-'ftay' and-broncho- 
scopic investigations are practised, the condition of bronchio- 
genic carcinoma is not infrequently mis-diagnosed. 











Boyd (1939) pointed out that from the clinical standpoint 
there is no form of tumor which is more easily overlooked than 
that of the lung, especially if the case does not come to 
autopsy. Just as syphilis may mimic almost any other disease, 
according to Boyd, bronchiogenic carcinoma may masquerade as 

ft 

many other conditions. The clinician has only become familiar 
with these vagaries of.lung cancer in recent years. Boyd felt, 
that in the past there can be no question that large numbers of 
primary bronchial tumors were mistaken in the gross for Kodgkin'3 
disease or for lymphosarcoma of the lung. According to this 
author,^jP&thologicalylftiseums are full of specimens of carcinoma 
of the lung which have been labeled as one of the lymphoblastomas. 
Another orror, adcording to Boyd, is that tumor of the lung may 
be thought to be secondary in character, and one of the metastasis 
being mistaken for the primary condition. Increased understanding 
of the nature of the primary lung tumors in recent years has served 
to reduce this source of error. Boyd concluded that the fact that 


routine microscopic examination of autopsy material Is much commoner 


today than formerly is one reason f 


diagnosis of bronchiogenic carci 




Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 


STW.I0S202 





/T^T 


67 


Karshner in a discussion appended to the paper of Merme and 
Anderson (19^1) observed that there can be no doubt of a relative 
increase in the incidence of bronchiogenic carcinoma, but there 

may well be some question as to an absolute increase. The population 

H tHW* I 

of the autopsy room may be different from the Mving population, be¬ 
cause it is a population determined by numerous factors of opportunity 
and interest. In theif-year period 1927 to 1937 inclusive, he reported, 
• that at th^-'Cleveland-City Hospital"bronchiogenic'carcinoma constituted 
9«u^of all cases of malignant tumor examined at autopsy. He felt 
that no one would claim that about one out of 10 living patients 
with malignant tumors has bronchiogenic carcinoma in spite of this 
data. Further, if autopsy statistics were a guide in this connection, 
it could be said that carcinoma of the lung arising in an obsolete 
primary tuberculous focus is on.the increase, because this worker had 


. iV<C. 

seen^^such instances in the last year as compared with none in the 

preceding 10 yearsf^Karshner emphasized that it is difficult to employ 

statistical analyses in determining absolute increase,because there is 

no certain way to provide mathematical corrections that would fully 

account for improved diagnosis, sjecxi special attention to the lesion, 

^ accurate interpretations of roentgenograms and precision of bronchoscopic 

^ examinations and biopsy, " *—* 

Agcording to Kar^ffaer, no formula has yet been devised that meets all 

the factors of error, largely because these factors n afe not yet 

calculable. An absolute increase ai according to this worker cannot 

be denied, nor is it f^lly es| various 

factors suppose 


Z 1 




Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 





Kennaway and Kennaway (1936, 19ii?) discussed whether or 

not errors in the diagnosis of cancer of the lung might account 

for the observed increase of cancer of the lung as the cause of 

death among males in England and Wales* They stated frankly 

that it was easy to claim that the ascent in lung cancers is 

due to improved diagnosis, and most difficult, perhaps impossible, 

•.to .disprove'# . They pointed out, that if. one accepts such' a .view,. •. 

then when the means of diagnosis and their availability can be 

improved no further, the yearly incidence curve for lung cancer 

must flatten* It cannot be said when this will happen, of course* 

These workers considered conditions which might give rise to false 

diagnosis in cases of cancer of the lung* These included mediastinal 
and 

tumors,/pulmonary infections* It was observed, however, that there 
had been no fall in deaths attributed to cancer of the mediastinum, 
and in fact since 1931 the number of deaths due to this condition 
increased irregularly.. -fig "TFie number of deaths attributed to 
respiratory tuberculosis and to pneumonia among.all pulmonary 
infections A so large as compared with those A saxtax attributed 
to lung cancer^ that aiy comparison of the two over a period of 
years in an attempt to demonstrate that the latter condition 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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E. L. Kennaway (1950) commented on the findings of Kennaway 
and Kennaway (I9ii7) *Cgiisquoted by others to suggest that they had 

~ f £<ic ktci ('kj- i 0*1 c/uS I c a 

heid that the increase in lung cancer in England was probably real, 
A 

at least in jtfhe paper in question collects 

evidence from which the reader might form his own opinion, but 
this conclusion is not drawn”. 


Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 
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Stocks (1947), using data from the registration of death 
certificates In England and Wales standardized to allow for 
population changes, reported that between 1921-1930 and 1940-1944 
the death rate of men at ages 45 and over due to lung cancer in¬ 
creased sixfold and of women of the same ages approximately 
threefold. Stocks believed that this increase in lung cancer 
incidence %as a real increase, ax at least in part. He pointed 


6U 
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out "The increase of certified respiratory cancer mortality 
during the past 20 years has been as rapid in country districts 
as in the cities of the best diagnostic facilities, a fact which 
does not support the view that such increase may reflect ihK 
some true diagnosis of cases previously certified as bronchitis 
or other respiratory infection". This worker also called atten¬ 
tion to the differences in the mortality between some of the 
large cities in England and Wales, differences which are difficult 
to explain in terms of varied diagnostic standards. 


At the Toronto General Hospital, Gagnon (1948) reviewed 508 
cases of bronchogenic carcinoma admitted to.that hfospital dur¬ 
ing the period 1934-45 and he believes 
only), for tjhe sqme Reasons qg adviced 
( 19 : 


the increase is apparent 
Iby Bqyd (1939). Delerue 



Source: https://www.industrydocuments.ucsf.edu/docs/rpblOOOO 



